
Initiative for the Elimination of Racial/Ethnic 

Disparities in Health of the Federal 

Department of Health and Human Services 

(DHHS).  These clinical areas are diabetes, 

cardiovascular disease, infant mortality, 

HIV/AIDS,  cancer  screening and 

management, and immunizations.  Other 

HRSA health disparity activities focus on 

issues related to oral health, mental health 

and substance abuse, asthma, cultural 

competence, diversifying the health care 

workforce, domestic violence, health care 

for people living near the U.S.- Mexico 

border (border health), and health issues 

related to lesbian, gay, bisexual, or 

transgender populations. HRSA's total 

budget for these targeted health disparity 

activities was approximately $2.1 billion in 

FY 2000.  The Agency anticipates that this 

budget will increase to 2.3 billion in FY 2001. 
    
For FY 2001, HRSA has adopted a new 

strategic direction for health disparities. It 

has created an Agency-wide definition of a health disparity: a population-specific 

difference in the presence of disease, health outcomes, or access to care.  HRSA also 

has established eight health disparity substrategies that provide the framework for the 

HRSA-Wide Health Disparities Initiative.  Through this initiative, HRSA's operating units will 

continue their current activities that promote access to quality health care and eliminate 

health disparities.   HRSA will increase the coordination of these health disparity activities 

by establishing an integrated, Agency-wide focus in eight areas: (1) reducing the 

incidence/prevalence of disease and morbidity/mortality in targeted clinical areas; (2) 

increasing health care utilization for underserved populations; (3) focusing on target 

populations; (4) diversifying the health care workforce; (5) increasing the cultural 

competence of the health care workforce; (6) enhancing and establishing new 

partnerships; (7) translating knowledge into clinical practice;  and (8) enhancing data 

collection.  Through these activities, HRSA will continue to play a pivotal role within the 

Federal government regarding the elimination of health disparities for all people living in the 

U.S. 

INTRODUCTION

What is the Health Resources
and Services Administration?

The Health Resources and Services Administration (HRSA) is a champion in the battle 

against health disparities in the United States.  As the "Access Agency," HRSA has a long 

tradition of serving U.S. populations that experience poor health status and health 

disparities based on race/ethnicity, gender, income, insurance status, rural or urban 

geographic location, age, sexual orientation, housing status, and occupation.   For 

example, approximately 60 - 70% of people served by HRSA programs are people of color, 

and an equally high percentage of people have incomes below 200 percent of the Federal 

poverty level.  Historically, HRSA programs have assured access to high quality, culturally 

competent health care for underserved, vulnerable, and special-needs populations.   The 

Agency supports over 80 major programs with a budget of $4.8 billion in Fiscal Year 2000 

and leverages funds from other sources that equal four to six times this amount invested by 

the Federal government. 
  
In 1999, HRSA formalized its commitment to the elimination of health disparities by 

structuring its strategic plan around the goal of "100 Access and 0 Health Disparities."  

Consequently, every HRSA program and activity is in some way related to the goal of 

eliminating health disparities.  Through its programs, HRSA has established a continuum of 

activities to analyze and address issues related to increasing health care access and 

eliminating health disparities. 
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Who Does HRSA Serve?

In Fiscal Year 1999:

l 60% of the Nation's African American infants, 70% of the Nation's Asian/Pacific Islander 

infants, 59% of the Nation's Native American/Alaska Native infants, and 40-60% of the 

Nation's Hispanic/Latino infants were served by HRSA-supported maternal and child 

health programs.

l Over 2 million pregnant women obtained health and related services from Title V 

supported programs and over 60 Healthy Start Communities.

l 9 million medically underserved clients received health care services at HRSA-supported 

health centers through 40 million health encounters at approximately 3,000 sites.  Two-

thirds of these clients were people of color: 34% were Hispanic/Latino, 26% were African 

American/Black, and 4% were Asian, Native Hawaiian or other Pacific Islander, or 

American Indian/Alaska Native.  41% of clients were uninsured, and 85% had incomes at 

or below 200% of poverty.  Over 450,000 clients were homeless, and 500,000 were 

migrant or seasonal farm workers.

l People living with HIV/AIDS accessed over 2.8 million health care visits through HRSA-

supported HIV/AIDS programs.  Two-thirds of these clients were people of color: 44% 

were African American/Black, 21% were Hispanic/Latino, and 1% were Asian, Native 

Hawaiian or other Pacific Islander, or American Indian/Alaska Native.  39% had no 

insurance coverage.

l 4 million people residing in Health Professions Shortage Areas were served by 2,500 

clinicians serving in the HRSA-supported National Health Service Corps.

l 2 million people residing in rural areas had access to health care via HRSA-supported 

rural health programs.  70% of these people were either uninsured or recipients of 

Medicaid or Medicare.

l Over 250 rural communities had access to primary health care, specialty care, or 

educational services supported by over 60 HRSA telehealth grants.

l Health professions programs received financial support from HRSA and graduated 2-5 

times more people of color and disadvantaged students than other health professions 

programs.
 

THE ROLE OF HRSA IN
THE ELIMINATION OF HEALTH DISPARITIES
  

The Challenge
 
Health care in the United States is among the best in world with astonishing technologies 

and new treatments that offer hope to all those fortunate enough to access them.  However, 

people of color and other vulnerable populations are more likely to experience health care 

barriers and to suffer from high rates of disease and early death.  According to Healthy 

People 2010, this too is the picture of health care in America at the beginning of the 21st 

century:

 l African American men have a rate of prostate cancer that is double that for white men.

l Women of Vietnamese origin in the United States suffer from cervical cancer at nearly five 

times the rate for white women.

l Although African Americans and Hispanics represented an estimated 25% of the total 

U.S. population in 1998, 55% of the reported AIDS cases occurred among these two 

population groups.
  
l The infant mortality rate for African Americans is more than double that of whites.  The 

rate for American Indians and Alaska Natives is almost double that of whites. 

 l The Pima Indians of Arizona have one of the highest rates of diabetes in the world.
  
l Injury-related death rates are 40% higher in rural populations than in urban populations.

l Women have shown increased death rates over the past decade in areas where men 

have experienced improvements, such as lung cancer.

l Evidence suggests that lesbians have higher rates of smoking and obesity than 

heterosexual women.

Populations can suffer from health disparities based on race/ethnicity, gender, age, income, 

insurance status, rural or urban geographic location, sexual orientation, housing status, 

occupation, or health behaviors.  These population-specific differences in the presence of 

disease, health outcomes, or access to health care are "health disparities."  Reasons for 

health disparities include differences in risk factors, lack of access to health care, 
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